INTRODUCTION
Life-threatening illness, in oneself or a loved one, brings about contemplation of fundamental spiritual and existential questions. Like other intensive care units, the neonatal intensive care unit (NICU), by definition, confronts families with critical illness and the possible or actual death of an infant. Parents may experience severe stress 1 -5 and suffer spiritual distress as well. Professional staff conventionally have been trained in detached concern, as if removed from patient and family suffering and their moral consequences. 6 Pressure to make technically correct decisions in the NICU can curtail physicians in training from asking more broad existential questions. 7 Yet neonatologists and neonatal nurses also experience moderate to severe stress and burn-out in the NICU, 8 -10 and trainees, as well, experience stress and negative feelings directly related to the special demands of intensive care. 11 -13 This makes the work very hard, at times agonizing, to do. Ethics as an approach to moral decision making in the NICU is relatively well investigated. 14, 15 The extent to which professional NICU staffs personally rely on spiritual and religious frameworks is a less explored issue. Based on years of clinical chaplaincy work (M. M. T., S. H.), NICU organization research (J. H. G.), and neonatology experience combined with chaplaincy fellowship (E. A. C.), we hypothesized that spiritual distress was a common and unrecognized theme for care providers in the NICU. Thus, we designed an anonymous, computer-based, questionnaire survey instrument to address and attempt to begin to understand this issue.
MATERIALS AND METHODS
This 45-item questionnaire study was approved by the institutional Human Research Committee and was made available to NICU staff from September 1999 to February 2000. (The survey instrument is available on request.) Participation was voluntary and anonymous; a coffee coupon booklet was provided as reimbursement. Surveys were completed on a workstation away from the patient care area. The NICU is housed within the MassGeneral Hospital for Children (a children's hospital within a general hospital) and is an 18-bassinet medical and surgical NICU. The NICU is staffed by neonatal nurses, neonatal nurse practitioners, respiratory therapists, social workers, pediatric residents, neonatal and pediatric critical care fellows, pediatric surgeons, and neonatologists. A questionnaire form assigned to a data table in a Microsoft Access 97 relational
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We hypothesized that spiritual distress was a common, unrecognized theme for neonatal intensive care unit ( NICU ) care providers.
STUDY DESIGN:
An anonymous questionnaire form assigned to a data table in a relational database was designed.
RESULTS:
Surveys were completed by 66% of NICU staff. All respondents viewed a family's spiritual and religious concerns as having a place in patient care. Eighty -three percent reported praying for babies privately. Asked what theological sense they made of suffering of NICU babies, 2% replied that children do not suffer in the NICU. Regarding psychological suffering of families, the majority felt God could prevent this, with parents differing ( p = 0.039 ) from nonparents.
CONCLUSION:
There exists a strong undercurrent of spirituality and religiosity in the study NICU. These data document actual religious and spiritual attitudes and practices and support a need for pastoral resources for both families and care providers. NICU care providers approach difficulties of their work potentially within a religious and spiritual rather than a uniquely secular framework. 
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Participant Data
The survey was available to nursing staff, neonatal nurse practitioners, respiratory therapists, social workers, pediatric residents, fellows, pediatric surgeons, and neonatologists during the data collection period. We received 47 completed questionnaire surveys for analysis. Survey completion represented a 66% response rate for ''dedicated'' NICU staff, that is, neonatal nurses (63%), neonatal nurse practitioners (67%), and neonatologists (100%).
Respondents' age was 40.3±7.6 years (range: 25 to 59). They were largely female (87%) and Caucasian (self-identified as Irish, Swedish American, Italian, Greek, etc.) with less than 10% of respondents self-identified as Hispanic, black, or Asian. NICU experience ranged from less than 1 year to 30 years (median: 12 years, multiple modes exist). Most respondents reported good to excellent mental and physical health. Religious affiliations were predominantly Christian, reported as: Catholic, 24; Protestant, 15 (including Episcopalian, Lutheran, United Church of Christ, Methodist, Presbyterian, Evangelical, ''Christian''); Jewish, 5; Hindu, 1; Unitarian-Universalist, 1; and null, 1.
Summary of Frequencies for Spiritual Questions
All respondents viewed spiritual and religious concerns of a NICU baby's family as having a place in patient care ( Figure 1 ). Neonatal nurses responded more emphatically with 58% answering ''always'' and 2.8% ''sometimes'' to this question versus physicians and respiratory therapists who answered at 36% ''always'' and 27% ''sometimes'' to this, respectively, (p=0.018). Respondents reported that, at some level, they assess families' spiritual and religious needs but 10.6% felt incompetent in doing so. Respondents who reported feeling ill-equipped to perform spiritual assessment predominantly (32%) cited insufficient training as the reason.
NICU staff members are team oriented in addressing infant and family needs. The social worker is seen by 89% as responsible for assessing families' spiritual and religious needs. The commonest theme of text responses was that all NICU care providers have responsibility for assessing families' spiritual and religious needs.
A slight shift in responses was apparent when participants were asked which NICU members should consider families' spiritual and religious concerns in planning care for a baby. Most answered that the nurse should primarily consider these needs; the next common answer was the attending neonatologist.
Relief from NICU-induced stress was achieved through investing time with family (77%), participation in social activities (70%), followed by movie viewing (66%), exercise (64%), and spiritual practice (53%). Parent providers, however, were much more likely than nonparents (p=0.018) to report investing time with family for stress relief. Eleven reported having experienced ''burn-out.'' The theme of stress reduction write-in answers centered on sharing of experiences achieved by talking with colleagues.
The following resources helped caregivers respond to spiritual needs of families: chaplains (87%), colleagues (68%), family clergy person (53%), and outside research (19%). Several respondents wrote in that NICU families themselves were their best resource for learning how to address specific spiritual and religious needs.
Spiritual care giving is viewed as an appropriate part of their role in the NICU by 89% of respondents. Respondents were asked if they privately prayed for the babies and, if so, to qualify how often (Figure 2 ). Eighty-three percent of NICU staff reported privately praying for the babies.
When asked what theological sense they made of suffering of NICU babies, only 2% of respondents replied that children do not suffer in the NICU (Figure 3) . The most frequent response (36%) to this question of meaning was that ''it is part of God's plan.'' Neonatal nurses were less likely (p=0.041) than physicians and respiratory therapists to ascribe suffering in babies as resulting from God choosing not to prevent it. Themes of write-in responses were that the ultimate reason made of this suffering was beyond the caregivers' comprehension and that lessons could be learned from it.
When queried about NICU family suffering, most respondents (85%) answered that God is able to prevent such suffering. Respondents largely rejected ideas of a punitive God or an accident as an explanation for family suffering. That ''God suffers with families'' was selected by 47% of participants. Parents and nonparents differed (p=0.039), with all nonparents believing that God is able to prevent a family's suffering. Write-in response themes included: suffering of families is beyond explanation or theological language was invoked in constructing an answer.
Suffering as part of their work in the NICU was not denied by 96%. Most felt that they were capable of alleviating suffering. All respondents reported believing that alleviating human suffering is possible and 13% reported being willing themselves to suffer to alleviate suffering of others. There is no meaning to their suffering God is not able to prevent such suffering God chooses not to prevent such suffering, to give us free will There are accidents in creation emerged showed that caregivers have an intense commitment to and love for their work, and a number made reference to faith. Others responded with details of their personal strengths and preferences or cited being team oriented as being key for functioning in the NICU.
DISCUSSION
The NICU is, for many people, a context in which one of the most perplexing questions of life cannot be avoided: How does one make theological, existential, or spiritual sense of the suffering of innocent children, especially newborns? Unlike ethics inquiries, which focus on moral agency in difficult clinical cases, this study reports on a NICU staff's normative framework for dealing with difficult, even tragic, workplace experiences. Past evidence suggests that NICU staff were trained to discount the suffering and deprived sensory environment of infant patients. 16 But contemporary caregivers, like the families of the newborns, cannot escape the ''why?'' of the intensive degree of suffering they witness. It is perhaps not surprising, then, that our NICU caregivers' identities and responses appear collectively more ''religious'' than American healthcare professionals in general. 17 Caregivers who do not pray for their patients, nonetheless, most often explain suffering in religious or theological terms. Even given that the NICU caregivers represent an array of spiritual and religious beliefs, true secularists appear to be in the distinct minority.
Caregivers in our NICU believe that the spiritual and religious concerns of a baby's family have a place in patient care; a large majority pray privately for their patients. These startling findings reflect the operational strength of sacred themes in an ostensibly secular setting. Our survey respondents were mainly Jewish and Christian, with the majority identifying themselves as Catholic and mainline Protestant. These religious groups have long traditions of intercessory prayer as part of their ritual practice and as part of the teachings of the Christian Scriptures. Hebrew and Christian Scriptures reveal a God who cares about the suffering of the people 18, 19 and who provides healing power in response to requests. 20, 21 The religious backgrounds of our care providers likely influence their responses to the perceived suffering in the NICU.
Another reason the NICU staff prays for babies and their families might be because of feelings of helplessness. In the presence of the most desperate situations, prayer can be experienced as a source of strength, endurance, and hope. When challenged by suffering, uncertainty, and loss, prayer can be a way for the individual to go on and to accept reality or to perceive it in a new way. A recent questionnaire study of ambulatory adult patients found that 90% of respondents believed that prayer may influence recovery from an illness 22 and an earlier survey noted that 82% of Americans believe in the healing power of personal prayer. 23 The question could be posed whether the present survey results reveal a NICU specific phenomenon or are an expression of a more generalized belief system. The NICU team shares some interpretations common with mainline American culture. For example, suffering is understood as part of God's plan, or is the result of an imperfect world. Respondents reporting that God suffers with those suffering, an idea prevalent in liberal Christian graduate schools but not nearly so common in the general population, was an unexpected result. Only one outlier attributed suffering to divine punishment, a belief not infrequent in the general population. Many opted for writing in their own interpretive answers, indicating a level of engagement with the spiritual issues of suffering. Clearly, care providers in our NICU understand themselves to be immersed in a context of suffering. It appears likely that the NICU environment has a formative impact on providers' theologies, pushing them to perhaps greater theological and spiritual reflection about their work than peers serving in less extreme healthcare contexts. Indeed, many of this study's NICU respondents reveal a core understanding of their work as being a vocation and/or sustained by their faith.
The positive response to completing this survey by the NICU team may indicate a growing awareness of the need to integrate spiritual care into healthcare more broadly than in the traditional situations of death and dying. 24 Not surprisingly, more nurses than physicians reported feeling equipped to assess and care spiritually for their patients and families. 25 Many caregivers are eager for training in this area. Many more respondents think they should be incorporating spiritual care into their professional role than do so, a likely contributor to spiritual distress itself.
By and large, in the context of our NICU, where staff appeared challenged by questions of meaning, providers understand their work, and the resources brought to bear on their work, in part within a spiritual and religious framework rather than the exclusively secular one of medical science. This orientation, however personal and private, highlights a need for a pastoral resource for families and care providers, such as a dedicated NICU chaplain or increased pastoral training for staff that is sensitive to families' spiritual needs, which may and do vary from American and Western religion and culture. The study NICU does not have a dedicated chaplain. This may partly explain why the social worker and nurse were selected as team members who should, respectively, perform spiritual assessments and incorporate spiritual and religious issues into each baby's care plan. We speculate that the presence of a pediatric chaplain as a full member of the NICU team would encourage team-wide discussions of families' and babies' spiritual needs and of provider spiritual distress, topics often silenced at present due to discomfort or fear of ridicule by peers.
Recently, training for clinicians has become locally available in this area of practice with the introduction in 1998 of Kenneth B. Schwartz Fellowships in Pastoral Care and Spiritual Caregiver Fellowships. These programs offer a model of pastoral specialists collaborating with multidisciplinary caregivers to infuse knowledgebased religious and spiritual care into the care-giving culture of their team. Our data speak to the need and desire of NICU staff to incorporate spiritual care giving into their work with babies and families, their collegial relationships, and their own personal sense of meaning.
The environment of the neonatal intensive care unit is widely recognized to be a stressful one, but coping strategies used by nursing and medical staff are not particularly well understood. These data document actual religious and spiritual attitudes and practices of a NICU staff. A major finding here is the large undercurrent of spirituality and religiosity evidenced in the study NICU and the nearly unanimous practice of private prayer for infant patients.
